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Perhaps you would have used it if you had practiced medicine in 1876, 
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when prescriptions were commonly dispensed by the young men 
who “read medicine” in physicians’ offices—and Eli Lilly and Company had just begun. 


The use of the abbreviation pug., for pugillus, meaning ‘‘a handful, a pinch between two fingers, 
as much as can be grasped by three fingers,”’ has disappeared along with many other 
easily misinterpreted prescription instructions of that era. 
The scene of prescription activity has shifted to the modern pharmacy, 
where the amount of knowledge required for the proper dispensing of prescriptions 
has increased enormously. Today, the ethical pharmaceutical manufacturer, 
such as Eli Lilly and Company, further assures prescription accuracy. 
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Some Peptic Ulcer Patients Do Better on Phosphaljel 


Clinical experience confirms that certain types of difficult-to- 
manage ulcer show a more striking and lasting response to 
PHOSPHALJEL therapy than to other types of medication. Pal- 
atable PHOSPHALIEL is a peptic ulcer medication of choice in 
the following conditions: 


e Marginal or jejunal ulcer following gastrojejunostomy.! 

e Ulcer complicated by deficiency of pancreatic secretion or 
by diarrhea.!.23 

e Prophylactically, after peptic ulcer surgery, and during sea- 
sonal recurrence.’ 

PHOSPHALJEL quickly relieves pain and promotes healing. Ex- 


cellent for oral therapy, and for intragastric drip therapy. 
1. Fauley, G. B., Freeman, S., Ivy, A. C., Atkinson, A. J., and Wigodsky, H. S.: Arch. 
Int. Med. 67 :653, 1941. 


r Upham, R., and Chaikin, N. W.: Rev. Gastroenterol. 10:287, 1943. 
3. Collins, E. N.: J. A. M. A. 127:890, 1945. 


PHOSPHALJEL 


ALUMINUM PHOSPHATE GEL WYETH 
Wyeth INCORPORATED, PHILADELPHIA 2, PA. 
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ANNUAL MEETING 
SOUTHWESTERN MEDICAL ASSOCIATION 


All roads lead to El Paso. This means 
that the Southwestern Medical Association 
will hold its annual meeting, with Head- 
quarters at Hotel Cortez in E] Paso, October 
18th to 20th, inclusive. The Committee has 
worked diligently in order to present a well 
rounded scientific program. The program 
will be so arranged that benefit can be derived 
by any physician, whether his interests be 


_ of general practice or limited to a speci- 
alty. 

Scientific programs at the past meetings 
of this Association have always been excel- 
lent, and the Committee realizes that, in the 
vernacular, it has a “high mark to shoot at”; 
but it is supremely confident of a program 
that will compare with the best that has been 
presented. 


The following speakers will attend: 
Elmer C. Bartels, M. D., Department of Internal Medicine, Lahey Clinic, 


Boston, Mass. 


INTERNAL MEDICINE 


1. Present Day Treatment of Hyperthyroidism. 
2. Experience with Gout and Its Present Day Treatment. 
3. Obesity Recrossing the 38th Circumference. 


Elexious T. Bell, M. D., Professor of Pathology, University of Minnesota, - 


Minneapolis, Minn. 


PATHOLOGY 


1. Pathology of Glomerulo-Nephritis. 
2. Pathology of Lipoid Nephrosis and Tubular Diseases of the 


Kidneys. 


3. Pathology of Diabetes Mellitus. 


Edgar Burns, M. D., Ochsner Clinic, New Orleans, Louisiana, UROLOGY 


1. Urologic Problems in Children. 
.2 Management of Bladder Neck Obstruction. 
3. Modern Treatment of Urinary Tract Infections. 


Edwin H. Ellison, M.D., Assistant Professor of Surgery, Ohio State 


University, Columbus, Ohio 


SURGERY 


1. Modern Treatment of Burns. 
2. Indications for Surgery in Gall-bladder inti, 


3. Practical Aspects of Potassium Therapy. 


Edward H. Reinhard, M. D., Assistant Professor, Medicine and Radiology, 
Washington University School of Medicine, 


St. Louis, Missouri 


INTERNAL MEDICINE 


1. Radio-Active Isotopes in the Diagnosis and Treatment of Malig- 


nant Neoplasms. 


2. Chemotherapy of Malignant Neoplastic Diseases. 
Herbert E. Schmitz, M. D., Professor, Obstetrics and Gynecology, Loyola 


University Medical School, 
Chicago, Illinois 


OBSTETRICS & GYNECOLOGY 


1. Total Abdominal Versus Vaginal Hysterectomy. 
2. Treatment of Endometrial Carcinoma. 
8. Indications for Caesarean Section. 


With this formidable array of speakers, 
representing a cross-section of the best medi- 
cal talent in the United States, one can be 
assured that the scientific part of the pro- 
gram will be adequately handled. The usual 
luncheons with question and answer periods 
will be conducted. An opportunity will be 
given to each physician to have certain indi- 


vidual problems discussed. 

However, to those of us who have at- 
tended many of these meetings in the South- 
west, perhaps as important as the scientific 
sessions are the social functions. These have 
not been neglected by your committee. On 
the evening of the 18th, in Juarez at the 
Tivoli, the committee has arranged for cock- 
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tails and an informal dinner. Old Juarez 
holds memories in the hearts of many of the 
members of the Southwestern Medical Asso- 
ciation. This party will be convivial and in- 
teresting without a doubt. It has excellent 
possibilities of highlighting the meeting. On 
the 19th of October, opportunity will be given 
for the physicians attending to inspect the 
new Providence Memorial Hospital. E] Paso 
is justifiably proud of this new institution, 
and sincerely hopes those attending the con- 
vention will avail themselves of this oppor- 


tunity. 
COCKTAIL PARTY 

In the evening, the annual cocktail hour 
and formal dinner of the Association will be 
held. This affair has always given the physi- 
cians of the Southwest, and their families, 
an excellent opportunity of renewing old 
acquaintances and making new ones. On 
October 20th there will be the golf tourna- 
ment. While the Committee cannot vouch 
for the golfing prowess of the convention 
members, it is sure that they will perform 
adequately at the 19th Hole. Of course this 
is to be considered an achievement. To those 
who do not care to pound the sod on the fair- 
ways, opportunity to shoot skeet or trap at 
the Gun Club will be afforded. The Commit- 
tee is hopeful that a number of visiting physi- 
cians will avail themselves of this opportuni- 
ty. In the evening, tickets will be available 
for the football game, New Mexico Aggies 
vs. Texas Western. This is always a good 
football game. The natural rivalry of these 
two schools insures a good football game, and 
the bands, Majorettes, and floor show will 
create a spectacle well worth seeing. 

COMMITTEE PRAISED 

The thanks and felicitations of all mem- 
bers of the Southwestern Medical Associa- 
tion for creation of an outstanding program 
and annual meeting are due to the general 
chairman of the convention, Celso Stapp, 
M. D., and his various committee chairmen. 

The complete roster of committee chair- 
men follows: 

General Chairman — Celso Stapp, M. D. 
Social Chairman — Clement C. Boehler, 


Hotel Reservations — Robert F. Boverie, 
M. 


D. 
Registrations — W. R. Gaddis, M. D. 
Transportation — H. D. Garrett, M.D. 
Golf Tournament — F. G. Evans, M. D. 


Trap Shooting — H. M. Gibson, M. D. 
Te Tickets — R. B. Homan, Jr., 
Commercial Exhibits — M. H. Leonard, 
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Publicity — Delphin von Briesen, M. D. 
Spanish-American Co-ordinator — Philip 
M. Prieto, M. D. 


In addition outstanding contributions 
toward a notable convention have been made 
by the following three officers of the South- 
western Medical Association : 

Louis W. Breck, M. D. — President. 
W. W. Schuessler, M. D. — Secretary. 
J. Leighton Green, M. D. — Treasurer. 


MANY FIRMS TO EXHIBIT 
AT S. W. M. A. CONFERENCE 


An unusually fine and varied group of 
pharmaceutical, surgical and commercial dis- 
plays are assured for the Conference of the 
Southwestern Medical Association which will 
be held Oct. 18-20 in Hotel Cortez in E] Paso. 

No less than 21 firms have reserved technic- 
al exhibit space in the Cortez headquarters 
for the convention, Dr. Morton H. Leonard, 
chairman of exhibits, has announced. 

Companies which have already scheduled 
exhibits are: 


Denver Fire & Clay Co., El Paso 

A. H. Robbins Co., Richmond, Va. 

U. 8S. Vitamin Corp., New York 

J. A. Majors Co., Dallas 

The Coca Cola Co., Atlanta 

Eli Lilly & Co., Indianapolis 

Don Baxter, Inc., Glendale, Calif. 

Southwestern Surgical Supply, El Paso 

M. & R. Dietetic Laboratories, Similac 
Division, Columbus, Ohio 

Park Bishop Surgical Supply, El Paso 

General Electric Co., Dallas 

Mission Pharmacal Co., San Antonio 

Mead Johnson & Co., Evansville, Ind. 

Robert L. Watson Medco Products, 
Houston 

Sandoz Pharmaceuticals, New York 

G. D. Searle & Co., Chicago 

J. B. Lippincott, Philadelphia. 


At the same time that he announced the 
list of exhibitors Dr. Leonard took the oppor- 
tunity of urging all physicians attending the 
Southwestern Medical Conference to inspect 
all exhibits thoroughly and with care. 

“These technical and scientific exhibits 
will be more than worth the time of any 
physician,” Dr. Leonard said. 

“In addition these exhibitors by their im- 
portant financial contributions to the Con- 
ference have done much to make the high 
quality of the annual meeting possible, and 
they deserve the sincere thanks and patron- 
age of all members,” Dr. Leonard concluded. 
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WOMEN TO ENJOY ELABORATE PROGRAM 


An elaborate program of entertainment 
has been arranged for wives of physicians 
who will attend the annual conference of 
the Southwestern Medical Association, Oct. 
18-20, in El Paso. 

A committee from the El Paso County 
Medical Society Auxiliary, headed by Mrs. 
C. C. Stapp and Mrs. W. W. Schuessler, will 
be in charge of the program which includes 
tours to Juarez, dinner-dance, style show and 
informal get-togethers. 

Registration for visiting wives will be 
held in the Hotel Cortez beginning at 9 a. m., 
Thursday, Oct. 18. Late comers will also be 
able to register at the same time on Friday. 

Highlight of the program will be a cock- 
tail party and banquet to be held at 7 p. m., 
Friday Oct. 19. Location of the affair will 
be announced later. 

Souvenir favors, along with the program 
of the convention, will be distributed during 
registration. 

In addition the visiting ladies will have 
an opportunity to go on extensive shopping 
tours in El Paso and Juarez. E] Paso has 
two outstanding department stores of nation- 
wide reputation and many celebrated special- 
ty shops. : 

Juarez, of course, is one of the great shop- 
ping and import centers of Mexico, and of- 
fers unexampled displays of foreign and 
exotic goods from all sections of the world. 

Each visitor is allowed to bring back 
$200 worth of merchandise from Mexico 
entirely free of U. S. duty. 

Committee members who will handle the 
entertainment program are: Mesdames 


- Louis W. Breck, Russell L. Deter, Clement C. 


Boehler, Robert F. Boverie, F. G. Evans, 
W. R. Gaddis, Philip M. Prieto, H. M. Gibson, 
H. D. Garrett, J. Leighton Green, Delphin 
von Briesen, Morton H. Leonard and Robert 
B. Homan, Jr. Mrs. Homan is president of 
the auxiliary. 


The completed program: 
Thursday, Oct. 18 
9 A. M. — 12 NOON 
Registration — Hotel Cortez 


12:30 P. M. 

Luncheon and Style show — El Patio Verde 
(Style show sponsored by Small Specialty 
Shop and Frances Bounds’ Hat Shop) 
2:30 P.M. 

Tour Of El Paso 


4:30 P.M. 
Open House at Providence Memorial Hospital 


7 P.M. 
Informal dinner dance in Juarez 
Friday, Oct. 19 
9 A.M.—11 A.M. 
Registration — Hotel Cortez 


11 A.M. 


Visit to the home of a prominent Juarez 
citizen 


12 Noon 


Luncheon in Juarez to be followed by shop- 
ping tours 


7 P.M. 
Cocktail party and banquet (Semi-Formal) 
Saturday, Oct. 20 
No-host breakfast at Hotel Cortez. 


MEDICAL ODDITIES 
How Times Have Changed! 


In discussing psychoanalysis as a method 
of therapy, an analyst recently stated: “... 
in terms of dollars and cents, the more pro- 
gressive analysts today are also more liberal 
in the matter of asking a certain fixed fee 
from patients undergoing analysis. Today 
few still share Freud’s earlier belief that 
cure in psychoanalysis can only be effected 
if the patients are to undergo certain “pain” 
in the process of being analyzed, such as that 
of making a costly payment.” 


PEDIATRICS 
Nailbiting — A Review 


Massler, M. & Malone, A. J., J. Pediat. 
36:523, 1950 


In the majority of instances, nailbiting 
is a substitute for thumbsucking, the former 
habit usually being overcome during late 
adolescence. Severe, persistent nailbiting is 
an indication of marked emotional stress. 
Treatment is directed toward removing con- 
tributory factors. Physical and verbal pun- 
ishment serves only to firmly fix the feeling 
of guilt. 
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AMOEBIASIS — ITS INCIDENCE IN THE SOUTHWEST 
(An Editorial ) 


There has been in the minds of many 
physicians of the Southwest a thought that 
the incidence of amoebiasis in this particular 
section of the country is perhaps greater than 
is generally realized. For that matter, stu- 
dents interested in this particular problem 
have felt that the incidence in the United 
States is much greater than is generally re- 
ported. 


In the July, 1951, issue of SOUTHWEST- 
ERN MEDICINE, a “Report of 1000 Stool 
Examinations” was published. Exception to 
this report was taken by Dr. Ralph M. Knise- 
ley of Albuquerque. The Editor, when he 
published this particular article, did not in- 
tentionally wish to insult the intelligence of 
any trained pathologist; and if he has done 
so, he offers his most humble apologies. 
Whether he has or not, is a matter of opinion, 
notwithstanding. 


Hence, in order that the readers of 
SOUTHWESTERN MEDICINE may not be 
deluded; because there are many practition- 
ers in the Southwest who live in small com- 
munities, and who must rely on the integrity 
of their laboratories, the text of the letter of 
= and the essayist’s answer is pub- 

ished. 


Dr. LESTER C. FEENER, Editor 
SOUTHWESTERN MEDICINE 
401 Banner Building 

El Paso, Texas 


DEAR DOCTOR FEENER: 


It is with alarm and concern that I reply 
to the article which appeared in the July, 
1951, SOUTHWESTERN MEDICINE, en- 
titled “Report of 1000 Stool Examinations” 
by LuCrece B. Dowell, M. S. and John Gilil- 
land, B. A., Dowell Laboratories, Tempe, 
Arizona, and Mesa, Arizona. 


These authors report finding 53.7 per 
cent endamoeba histolytica, among other pro- 
tozoa! This is a fantastic figure and their 
results must be challenged. The inexperi- 
enced or inadequately trained technician may 
frequently mistake for amoeba forms such 
structures as leucocytes, yeasts, squamous 
epithelial cells, blastocystis homines, and 
pollens. 


Further indirect evidence of the question- 
able accuracy of the results is apparent in 


the title of the paper. This article appears 
to come out of a lay owned and operated 
clinical laboratory. There is no evidence in 
the paper that there was professional medi- 
cal supervision of the procedures. In general 
this situation is to be deplored. Without 
doubt there are many technicians adequately 
trained and experienced in parasitology, but 
as seems to be apparent in this case, a clini- 
cal pathologist should be responsible for the 
operation of any clinical laboratory. 


Moreover it must be emphasized that the 
editors of any medical publication are duty- 
bound to evaluate critically and to investi- 
gate any manuscript submitted to them for 
accuracy and for competence of the authors. 
Otherwise misinformation which is hazard- 
ous to the patient and to the practice of 
medicine is disseminated widely. If only to 
protect the name of “SOUTHWESTERN 
MEDICINE” a diligent effort should be 
made to prevent such articles appearing in 
print. This sort of article is an insult to the 
intelligence of trained pathologists and a 


delusion to those who rely on the laboratory . 


for aid in diagnosis. 


Without doubt the statistics presented are 
misleading and inaccurate in spite of the 
claim that “these were all carefully screened 
and clinically selected cases”. In support of 
this contention I will be willing to examine 
the records and files of the iron-hematoalin 
slides of feces on these patients. I will be 
happy to retract my statements if the evi- 
dence is available on slide preparations to 
support the results which these authors claim. 

Very truly yours, 
(Signed) 
RALPH M. KNISELEY, M. D. 
Lovelace Clinic 
Albuquerque, N. M. 


rmk:ls 


Lester Conrad Feener, M. D., F. A. C. P. 
401 Banner Building 
El Paso, Texas 


Dear Dr. Feener: 


Out of deference to your position and your 
courtesy we are replying to Dr. Ralph M. 
Kniseley’s letter of July 2, 1951. Taking Dr. 
Kniseley’s letter point by unsubstantiated 
point, we will endeavor to clarify the situation 
for him. 


i 
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1. The Dowell Laboratories is not a lay 
laboratory, but has as its advisory coun- 
cil men who are nationally recognized in 
the field of medicine. The advice of 
these physicians is frequently sought and 
as frequently given, and the paper sub- 
mitted to you was heartily approved and 
endorsed prior to that submission. 


2. Dr. Kniseley brands our percentages as 
fantastic. We agree. We felt that they 
were fantastically low in view of the 
fact that they were submitted to the 
laboratory because they presented symp- 
toms compatible with amoebiasis, and 
these symptoms were evaluated, not by 
the personnel of these laboratories but 
by the aforementioned, well-qualified 
and recognized physicians. As was clear- 
ly stressed in the paper we were not 
presenting our findings on a cross-section 
of population, but findings on patients 
who had sought medical aid because of 
gastro-intestinal distress. It is interest- 
ing to note that a number of these pa- 
tients came from the northwestern section 
of New Mexico, who had been examined 
repeatedly, according to their given his- 
tory, nothing found, and when placed on 
treatment for amoebiasis following labo- 
ratory confirmation recovered entirely 
from their gastro-intestinal symptoms. 


If Dr. Kniseley is conversant with Clinical 
Parisitology by Craig and Faust, he is aware 
that on page number 64 the percentages as 
given for New Mexico for the cross-section of 
population as studied by Spector and Hardy 
(1939) proved to be Indians: 25.9; whites: 14:8; 
but no doubt their work can be questioned too. 
The enclosure concerning the significance and 
prevalency of subclinical amoebiasis also estab- 
lished on the basis of a cross-section of popula- 
tion might also prove of interest. 


Concerning the submission of slides we have 
in the past submitted innumerable slides to 
parasitologists of national and international 
recognition who have confirmed same. 


It is always to be expected when a paper is 
submitted for publication, that there will be 
innumerable comments of criticism, construc- 
tive or otherwise. We felt that we had a suffi- 
cient number of cases to warrant reporting, 
and the paper’s sole purpose was to do just 
that. I hope that in some measure the contro- 
versial points have been cleared to your satis- 
faction. 

Sincerely yours, 


LuCrece B. Dowell, M. 8. 


Dowell Laboratories 
Tempe, Ariz. 


(Signed) 
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THE SIGNIFICANCE AND 
PREVALENCY 
OF SUBCLINICAL AMOEBIASIS,. 


By E. W. Dennis and D. A. Berberian, 
Sterling-Winthrop Research Laboratory 


The average incidence of infection with Endamoeba 
histolytica in the United States is not less than 13 per cent. 
Clinical amoebiasis and deaths have been reported from all 
parts of the nation, but very few “positive” cases come to 
the attention of physicians. In a recent survey of a presum- 
ably normal population sample of the Albany (N. Y.) area, 
the incidence of E. histolytica was 8.9 per cent. Analysis 
of the records of 34 positive and 100 negative subjects 
shows that only 3 of the positive were without observed 
signs or symptoms referable to the gastro-intestinal tract. 
Irregular bowel movements (more than 2 stools daily, inter- 
mittent diarrhea, alternate diarrhea and constipation, or 
chronic constipation), associated with abdominal tenderness, 
dominated the pattern in more than 70 per cent. Among 
the control group, less than 10 per cent presented any signs 
or symptoms referable to the gastro-intestinal tract. The 
results of treatment and the importance of case finding in 
industrial organizations are discussed. 

*SCIENCE, October 13, 1950, Volume 112, Number 2911, page 424 


ACTH — OPHTHALMOLOGY 


Effect Of ACTH On Certain Inflammatory 
Diseases Of The Eye 


A Preliminary Report 
Olson, J. A., et al., J.A.M.A. 142:1276, 1950 


Seven patients with acute or chronic in- 
flammatory opthalmic conditions such as 
iritis, keratitis, and chorioretinitis responded 
favorably to ACTH administered in total 
dosage of 185 mg. to 432 mg. Period of treat- 
ment varied from three to thirteen days. In 
some instances, symptomatic relief and ob- 
jective improvement occurred within one to 
four hours following institution of ACTH 


therapy. 
Henry Ford Hosp. 


VASCULAR DISEASE 


Causes And Prevention Of Thrombophlebitis 
And Phlebothrombosis 


Kerr, J. T., North Carolina M. J. 
11:165, 1950 


Prevention of postoperative thromboem- 
bolic disease embraces meticulous surgical 
technic, administration of anticoagulants, 
and early ambulation, ie, walking, not sitting, 
within two to six hours following surgery. 
Femoral ligation as a prophylactic measure 
is justifiable only under unusual circum- 
stances. 
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De Rebus Medicis Ct Politicis 


BY ROBERT B. HOMAN, JR., M. D., EL PASO, TEXAS 
MEMBER OF THE HOUSE OF DELEGATES OF THE AMERICAN MEDICAL ASSOCIATION 


WHERE DO YOU STAND? 


It would be an understatement of fact to 
point out that there is unrest throughout 
America today. There is bickering, name- 
calling, petty political maneuvering, inter- 
class strife, socialist scheming, moral degen- 
eration in high places, a mah-made inflation, 
and an uncertain fear in these United States. 
This country is participating in an undeclared 
war in Korea, which at this writing has pro- 
duced a casualty list of over 80,000 fine 
American young men. The country is also 
wrapped up in its own cold war — that of 
social unrest and revolution fanned by a 
group of social planners who would eliminate 
the American system of free enterprise and 
substitute therefor a socialist regime. 

It is trite to reiterate that there must 
always be social change and progress in a 
democracy. Of course, there has been a slow 
social evolution in this country for 175 years. 
This government was founded on a social 
revolution. It has become the greatest coun- 
try in the world because of its freedoms of 
every kind, and especially its freedom of en- 
terprise. To argue that this system must 
change to meet social problems is to argue 
that black is white. Great Britain is the prime 
example of such frustrated socialist reform. 


BRITAIN ON DOWNGRADE 


The American taxpayer has dumped 844 
billion dollars into England since World War 
II to support that socialist government, and, 
despite this bounty from free enterprise, 
England remains the only country in Europe 
that is not on the road back to a normal 
economy. The “nationalization” of Britain 
began with the socialization of medicine. The 
British people have a poor grade of medical 
care, poor transportation, industrial chaos, 
and a standard of living which rations each 
Briton to two eggs and ten cents worth of 
meat a week. This is the condition that the 
social planners of America would have us 
adopt to solve our social problems. 

America has the highest standard of liv- 
ing ever known to man. It is the last hope 
of a free world. Because of this hope we are 
sacrificing our wealth and our young men 
in an attempt to halt totalitarianism through- 


1. William L. Hutcheson: Socialized Medicine Is No Bargain, 
J. A. M. A., Vol. 144, No. 15 (Dee. 9, 1950). 


out the world. Yet, as we cast our strength 
into this foreign crisis, we are in danger of 
losing our own great heritage at home. 


LABOR COMMENTATOR 


One needs but listen to Frank Edwards, 
news commentator, (Mutual — every week 
day night—(Adv.!) to know that some labor 
leaders are still bent on the socialization of 
medicine as well as the bleeding of the Ameri- 
can economic system down to anemia through 
taxation. Mr. Edwards is sponsored by the 
American Federation of Labor and, there- 
fore, claims to speak for eight million Ameri- 
cans. His pet words are “reactionaries”, refer- 
ring to those who oppose labors’ views — and 
“progressives” referring to those who sup- 
port these views on social and economic re- 
form. Mr. Edwards never fails to attack the 
“medical monopoly’. Some labor leaders have 
announced that their organizations will con- 
tinue to support compulsory health insurance 
legislation, while others' have expressed their 
opposition to this and other socialistic ideas. 

It is obvious that the battle to retain 
American medical freedom is not ended. The 
medical profession must continue to fight. 
Yet it would appear that many Texas doctors 
are willing to sacrifice their money and the 
lives of their sons overseas and at the same 
time are unwilling to support the battle for 
the freedom of their profession at home! Of 
6,052 members of the Texas Medical Associa- 
tion, only 4,251 are members of the A. M. A., 
which must carry the brunt of the profes- 
sion’s fight at the national level! 


ONE GREAT FORCE 


Have we lost faith in America, in her 
institutions, and in our organizations and our 
profession’s leaders? Sir William Osler once 
said, “Nothing in life is more wonderful than 
faith — the one great moving force which we 
can neither weigh in the balance nor test 
in the crucible”. This is not altogether true 
for the time has come for each American’s 
faith in the American way to be weighed in 
the balance and tested in the crucible. The 
time has come for those who have faith in 
the greatest system of medical care in the 
world to stand up and be counted. 
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By Leon Goldman, M. D., San Francisco, Calif. 


Calculous obstruction of the outlet of the 
gallbladder or the cystic duct occurs in over 
90 per cent of patients with acute cholecysti- 
tis. Womak and Haffner‘ showed that bile 
itself, entrapped in the gallbladder may set 
up an inflammatory process similar to that 
seen in acute cholecystitis, as evidenced by 
edema, necrosis and actual gangrene. They 
deduced from experimental evidence that the 
retention of bile in the obstructed gallbladder 
may initiate the pathological picture of acute 
cholecystitis. Others have shown that this 
chemical cholecystitis may be produced by 
reflux of pancreatic or duodenal secretions 
into the gallbladder. Obstruction of the gall- 
bladder with the accumulation of blocked 
secretions causes a rise in the intraluminary 
pressure which in turn produces circulatory 
changes. If the gallbladder is suddenly dis- 
tended sufficiently, the venous return is 
impaired and edema, necrosis and even gan- 
grene-may follow. These mechanisms appar- 
ently initiate the process of acute cholecysti- 
tis; and bacteria come into the picture later. 

In a study of 250 patients with gallblad- 
der disease we found) that cultures of the 
galbladder wall and gallbladder bile produced 
no growth in 43 per cent of the patients with 
acute cholecystitis. It was also revealed that 
the incidence of negative cultures was 43 per 
cent in patients with chronic cholecystitis, 
suggesting that bacterial infection plays a 
secondary role. A definite correlation be- 
tween the incidence of positive cultures and 
mortality was suggested by the observation 
that only 21 per cent of the patients with 
acute cholecystitis who died revealed sterile 
cultures at the time of surgery. During the 
first three days of the disease, from 35 to 65 
per cent had a positive culture, while between 
the third and eighth day the cultures were 
positive in 65 to 80 per cent, and in those 
operated upon between the 11th and 35th day 
of the disease from 40 to 60 per cent had 
positive cultures. While a wide range of bac- 
teria were cultured, the most common organ- 
isms found were E. coli, hemolytic Strepto- 


TABLE 1 


ACUTE CHOLECYSTITIS 
MORTALITY 
Number Mortality 
Patients Por Cent 
1936 - 1946 160 93 
1936 - 1950 225 7 
1946 - 1950 65 3.1 


TABLE 2 
ACUTE CHOLECYSTITIS 
Age and Mortality Rate 
1936 - 1946 1946 - 1950 
Number Mortality Number Mortality 
Age Patients Per Cent Patients Per Cent 
Over 50 years 90 (56%) 13.3 35 (54%) 57 
Under 50 years 70 (44%) 43 30 (46%) 0 
Total 160 9.3 65 3.1 


* From the Division of Surgery, University of California School 
of Medicine, San Francisco. 


cocci and Staphylococcus aureus. There were 
mixtures of these, as well as many other bac- 
teria including anaerobes. 


DIAGNOSIS 


The diagnosis of acute cholecystitis is 
usually not difficult, yet care must be taken 
to rule out other conditions. The early initial 
pain may be colicky in nature and at that 
stage may be impossible to differentiate from 
common duct colic due to a common duct 
stone. The pain usually becomes continual, 
severe, and is found in the right upper quad- 
rant and epigastrium. It may have the 
characteristic radiation of gallbladder dis- 
ease and is usually accompanied by nausea, 
vomiting and fever of a variable degree. The 
gallbladder usually becomes palpable and the 
signs of peritoneal irritation are demon- 
strable. Jaundice is associated in about 17 
per cent of the cases and is due to edema 
and inflammation about the extrahepatic bile 
ducts or is associated with choledocholithiasis. 
Common duct stones have been associated 
with acute cholecystitis in 6.5 per cent of 
our patients. 

Cholecystography, the dye being admin- 
istered by the intravenous route in the sick 
patient, is carried out in all doubtful cases. 
If the gallbladder visualizes, valuable infor- 
mation has been obtained as in our experience 
it never does. so in the presence of acute 
cholecystitis. Nonvisualization of the gall- 
bladder represents indirect evidence, as the 
patient’s symptoms may come from the 
kidney, pancreas, stomach, appendix or else- 
where and be associated with chronic gall- 
bladder disease. 


OTHER CONDITIONS 


Other pathological conditions may mimic 
acute cholecystitis and should be differen- 
tiated. This is particularly true of acute pan- 
creatitis, perforated peptic ulcer, hepatic 
abscess, renal disease, appendicitis, diverti- 
culitis, pneumonia and even primary or sec- 
ondary malignancy. Acute cholecystitis may 
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simulate coronary occlusion or right sided 
heart failure with sudden stretching of Glis- 
son’s capsule of the liver, and vice versa. It 
has been shown that gallbladder disease 
occurs twice as frequently in patients with 
coronary artery disease as in patients dying 
from other causes, so that the occurrence of 
both simultaneously is not unusual. 

It is well recognized in this country that 
acute cholecystitis represents one of those 
acute abdominal conditicns which usually 
require surgical treatment. The question of 
the time to operate has been controversial 
and remains so today. Dunphy and Ross‘ ; 
Ross, Boggs and Dunphy“; and Glenn 
believe as a result of their studies that oper- 
ation should be carried out, without regard 
to any “critical period”, as soon as the pa- 
tient’s condition would permit. They feel that 
the concept that there is an arbitrary critical 
period during which surgery for acute chole- 
cystitis is to be avoided should be abandoned. 


225 PATIENTS 


We have made a study of 225 patients 
with acute cholecystitis entering the Univer- 
sity of California Service at the San Fran- 
cisco Hospital from 1936 to 1950, with an 
operative mortality of 9.3 per cent from 1936 
to 1946, of 7.5 per cent from 1936 to 1950, 
and a sharp reduction to 3.1 per cent from 
1946 to 1950 (Table 1). 

In our series from 1236 to 1946 it can be 
seen from Table 2 that the mortality rate was 
more than three times as great in patients 
above 50 years of age as in those who were 
below 50 years of age at the time of oper- 
ation. During this time when a policy was 
not clearly established concerning a critical 
period, the mortality rate was 9.3 per cent. 
For the past four years the policy has been 
to operate on those patients with acute chole- 
cystitis who have had symptoms for less than 
three days; to observe those patients who 
have had symptoms for longer than three 
days and operate only when there was defi- 
nite evidence of progression. Since this policy 
has been in effect, 65 patients have been 
cared for with a reduction in the mortality 
rate to 3.1 per cent (Table 2). While each 
patient was considered on the basis of the 


TABLE 3 
ACUTE CHOLECYSTITIS 
Operation and Mortality 
1936 - 1950 
Number Mortality Number Mortality 
Operation Patients Per Cent Patients Per Cent 
Cholecystostomy 68 22.0 13 15.3 
Cholecystectomy 157 ao 52 0 
Total 225 7.5 65 3.1 


1946 - 1950 
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TABLE 4 
ACUTE CHOLECYSTITIS 
Causes of Death in Operated Cases 
Number 
Peritonitis 8 


Septicemia 
Hepato-Renal Syndrome 
Pulmonary 
Cardiac 
Other 
Hemorrhage; anesthesia 


problem presented in that individual, the 
above policy was adhered to throughout. 


POOR’ RISKS 


We still feel that those patients who are 
poor operative risks or in whom, because of 
the severity of the pathological changes, tech- 
nical difficulties would make excision of .the 
gallbladder a perilous procedure, are candi- 
dates for cholecystostomy (Table 3). In many 
of these patients drainage of the gallbladder 
through a small paracostal incision under 
local anesthesia is life-saving, and in‘ itself 
does not have an untoward effect upon the 
patient. Although the mortality rate was 
higher in those patients having cholecystos- 
tomy, this does not imply that the operation 
was an important factor in bringing about 
a mortality, but rather that either the local 
or general condition of the patient was so 
adverse that an operation of lesser degree 
was indicated. Only two deaths occurred 
between 1946 and 1950, and both were in 
patients in whom cholecystostomy was per- 
formed for a perforated, acutely inflammed 
gallbladder. 

The causes of death in this group (Table 
4) show that 58.8 per cent of the patients 
died from sepsis of some form. This finding 
is in keeping with the higher incidence of 
positive bacterial cultures in those patients 
who succumb following operation for this 
disease. 


ADEQUATE PREPARATION 


Patients with acute cholecystitis should 
never be subjected to an emergency proce- 
dure without adequate preparation, which 
may require a matter of hours, days or even 
weeks. Correction of dehydration or electro- 
lyte imbalance, and the treatment of cardiac, 
renal or hepatic as well as nutritional dis- 
eases should be attended to first. Antibiotic 
therapy should be instituted immediately, 
and while aureomycin may be favored in this 
disease, there is not sufficient evidence yet 
to suggest that penicillin and streptomycin in 
combination may not be effective as well. 
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The evaluation of the state of the liver, heart 
and kidneys is important in the consideration 
of a poor risk, elderly individual with acute 
cholecystitis. 

Early operation within the first three 
days of the disease has yielded us the lowest 
mortality rate. After that period, if the pa- 
tient’s condition improves as evidenced by 
such signs as the temperature, pulse, tender- 
ness, rigidity, leukocyte count, differential 
white blood count and general condition, 
operation is deferred, and with continued 
improvement, the process is allowed to re- 
solve completely and the patient operated 
upon four to six weeks later. Cholecystec- 
tomy for acute cholecystitis after the early 
period may, due to the inflammatory changes, 
present technical difficulties to tax the in- 
genuity of the most skillful surgeon. The 
practice of operating on patients whose dis- 
ease is subsiding during this period may, 
therefore, add an unnecessary hazard or risk. 
If during the period of subsidence exacer- 
bation occurs, operation is performed imme- 
diately. Progression of signs and symptoms 
is an indication for operation, as the threat 
of perforation is great at that time. 


SUMMARY 


While generalizations cannot be applied 
to the management of every patient with 
acute cholecystitis, cholecystectomy is recom- 
mended if the patient is seen during the first 
three days of the disease. After that period, 
if the process is subsiding resolution is per- 
mitted and surgery withheld for four to six 
weeks. If progression occurs during this 
period operation is necessary to prevent per- 
foration or other septic complications. Chole- 
cystostomy is a worthwhile procedure in pa- 
tients whose general or local condition does 
not permit excision of the gallbladder. Pa- 
tients are never operated on as an emergency 
procedure, as time should always be utilized 
for adequate preparation. The recognition of 
the “critical period” may have merit in the 
consideration of the indications for surgery 
in acute cholecystitis. 
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DERMATOLOGY 


Propionate-Caprylate Mixtures In 
Treatment Of Dermatophytosis 


Nettleship, A., Arch. Dermat. & Syphilol. 
61:669, 1950 


Tinea infections of the feet, hands, and 
arms responded satisfactorily to application 
of Sopronol ointment and Sopronol powder 
employed in the following manner. Prior to 
retiring, the affected area was cleansed with 
soap and water, dried, and the ointment ap- 
plied. Upon arising, excess ointment was 
removed with alcohol or soap and water, the 
area dried, and dusted with Sopronol pow- 
der. Otomycosis also responded to Sopronol 
therapy as did vulvovaginitis due to C. abli- 
cans, the latter condition being treated with 
Propion Gel. Chronic tinea capitis was more 
resistant to therapy. 


ANTIBIOTICS 


Clinical Observations On The Use Of 
Terramycin Hydrochloride 


King, E. Q., et al., J.A.M.A. 143:1, 1950 


Terramycin was employed in treatment 
of thirty patients with various infections, in- 
cluding bacterial pneumonia, urinary tract 
infections due to E. coli and Ae. aerogenes, 
pertussis, and bacteremia due to Salmonella 
cholerae-suis var. Kunzendorf, as well as 
pneumonitis and lung abscess due to a variety 
of bacterial pathogens. Results were recorded 
as good or excellent in twenty-five patients. 
The majority of patients above fourteen 
years of age were given 750 mg. Terramycin 
orally every six hours; those with urinary 
tract infections, 500 mg. every six hours. 
Younger patients received 500 mg. every four 
hours. Rectal administration of Terramycin 
resulted in severe diarrhea. 


ACTH — CORTISONE 
The Effects Of Cortisone And ACTH On 
Periarteritis Nodosa And Cranial Arteritis: 
Preliminary Report 
Shick, R. M., et al., Proc. Staff Meet. 
Mayo Clin. 25:135, 1950 


Prompt subjective relief followed admin- 
istration of cortisone to three patients with 
periarteritis nodosa and two patients with 
cranial arteritis. In addition, two subjects 
with periarteritis nodosa responded to 
ACTH. 
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HAZARDS OF DELAY IN GALLBLADDER SURGERY* 


By Robert S. Sparkman, M. D., Dallas, Texas 


The ideal subject for the performance 
of cholecystectomy is an individual not ad- 
vanced in age, in an interval between attacks, 
whose disease is still confined to the gall- 
bladder, and in whom no significant disease 
of other organs or systems exists. In selected 
groups of individuals who satisfy the above 
criteria, the mortality and morbidity are 
usually very low. Operative mortalities of 
less than one per cent have been reported 
frequently in procedures confined to the gall- 
bladder“: 4: 2% 24. 26). Tf individuals harboring 
gallstones were subjected to operation when 
the stones were first detected, many of them 
would fulfill the above criteria. The majority 
of severe postoperative complications of gall- 
bladder disease occur in that group of pa- 
tients in whom attacks have occurred fre- 
quently or over a considerable period of time 
(4, 7, 12, 14, 21), Tn many of these, surgery is 
deferred until it finally becomes obligatory 
because of the precipitous development of 
some complication which demands surgical 
correction and which places the patient and 
the surgeon at an unwarranted disadvantage; 
or, the gradual intensification of symptoms 
may ultimately cause the patient to resort to 
operation when long delay has been accom- 
panied by the development of unassociated 
infirmity which makes the patient a less 
suitable candidate for operation of any kind. 


DISEASE DEFINED 


Gallbladder disease, from the standpoint 
of the surgeon, is largely confined to those 
patients in whom stones have been demon- 
strated, or are presumed to be present. In 
the former category are included instances 
in which stones have been detected by ordi- 
nary x-rays or by cholecystograms, and those 
patients in whom stones are palpated incident 
to a laparotomy for some unassociated condi- 
tion. Presumptive presence of stone includes 
patients seen in classical attacks of gallblad- 
der colic, with and without palpable gall- 
bladder. 

Whereas the general practitioner and the 
internist are often privileged to witness the 
early manifestations of gallbladder disease, 
it is the surgeon who is ordinarily called upon 
to cope with its late or severe stages and its 
complications. Every surgeon who receives 
his reference of patients from multiple 
sources is destined to see many patients who 
have already reached an unfavorable stage 


*From the Department of Surgery, Southwestern Medical School 
of the University of Texas, Dallas. 


in this disease when they are first referred 
to him. Such delay is reflected in a direct 
rise in mortality and morbidity. To a large 
extent this is avoidable. Yet the surgeon 
continues to see frequent cases which should 
have been operated upon at an earlier stage. 
Many surgeons have therefore formulated a 
policy to the effect that all patients with 
gallstones should be subjected to operation 
as early in the course of the disease as possi- 
ble, unless specific contraindications exist. 
The objective of this policy is the maximum 
reduction of mortality and morbidity by 
avoidance of those complications which so 
frequently. ensue. The accomplishment of this 
objective depends upon better understanding 
between the surgeon and the physician who 
witnesses the initial attacks. To this end, it 
is worthwhile that attention be drawn to the 
varieties of complications which may be en- 
countered, and their effects upon the patient. 


ATTITUDE OF THE PATIENT 


Delay in recommending surgical correc- 
tion of gallbladder disease sometimes creates 
or contributes to a psychological situation 
which may be disadvantagous to the patient. 
This applies to the patient who has been car- 
ried through previous attacks with the help 
of opiates and other non-operative measures. 
Such a patient, in a recurrent attack, is apt 
to state, “I got through the last attack all 
right ; — just give me a hypo and let me get 
over this one.” As a result, surgery is de- 
clined until it finally becomes obligatory be- 
cause of the development of some severe 
complication which is no longer tolerable. 


COMMON DUCT STONE 


Few patients will succeed in forcing a 
stone through the cystic duct into the com- 
mon duct in their initial attack. The fre- 
quency of common stones rises in proportion 
to the number of attacks and duration of the 
illness. Heyd (1941) found that patients 
sick less than two years required common 
duct exploration in two per cent of cases, 
but that this figure rose to sixteen per cent 
in those sick ten years or more. These figures 
are lower than those generally reported. 

When exploration of the common duct is 
necessary, pronounced rises in surgical mor- 
tality and morbidity are to be expected. In 
various series “ 2° 26) mortality rates are 
approximately six times as high when the 
common duct is explored as when the oper- 
ation is confined to the gallbladder. Buxton 
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and Burk“? have reported 15.9 per cent post- 
operative complications occurring in a series 
of 439 patients in whom the common duct 
was explored. Adequate exploration of the 
common duct may present one of the greatest 
technical difficulties in surgery. At best, it 
is never easy, and it is always hazardous. 
The largest number of secondary operations 
upon the biliary tract are the result of resi- 
dual stones which were unrecognized at the 
preliminary operation. 

Theoretically it should be possible to op- 
erate upon most diseased gallbladders before 
the complication of common duct stone de- 
velops. Yet, in the author’s cases, over 15 
per cent have finally come to operation be- 
cause of the passage of a stone into the com- 
mon duct. Without exception they have been 
patients in whom previous attacks have been 
allayed by sedatives. It is not uncommon for 
the patient to state that the attack is more 
severe than any previously experienced, and 
to offer this as the reason for submission to 
surgery. One of three patients will have no 
jaundice, despite the presence of stones in 
the common duct. 


ACUTE CHOLECYSTITIS WITH AND 
WITHOUT RUPTURE 


Operations for acute cholecystitis are as- 
sociated with significantly higher mortality 
and morbidity rates than gallbladder oper- 
ations performed in the interval between 
attacks. The surgeon does not operate upon 
acute cholecystitis by choice; he does so be- 
cause of the conviction that the hazard to 
the patient is less with operation than with- 
out“® 12), Admittedly, many attacks of acute 
cholecystitis will subside, just as is true of 
many attacks of acute appendicitis. If rup- 
ture occures, the penalty is high. It is esti- 
mated that rupture of the gallbladder occurs 
in five per cent of cases of acute cholecystitis, 
and that ten to twenty per cent of the rup- 
tured cases will die“. 

In acute cholecystitis the difficulties 
which are experienced by the surgeon are 
greatly magnified. Hemostasis and exposure 
are much more difficult, and it may not be 
possible to visualize the entire length of the 
cystic duct and its junction with the common 
duct, or to evaluate with any certainty the 
condition of the common duct. 

How may this situation be improved? 
The changes which create the principal tech- 
nical difficulties are those which occur as the 
attack becomes advanced. If operation is 
performed within 24 hours of the beginning 
of the attack, the procedure can usually be 
done as safely, completely, and securely as 
operations performed in the interval between 
attacks. If one waits to see if the attack will 
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subside, the golden period has passed. There 
does not appear to be any “critical period”, 
beyond which it is safer to employ non-oper- 
ative treatment??. 

Most of the situations in which simple 
cholecystostomy is done occur in the acute 
group. The decision to limit the procedure 
to cholecystostomy will save many lives in 
very critically ill patients. However, this 
usually necessitates a subsequent operation 
for removal of the gallbladder. 

For the reasons heretofore stated, the 
writer favors the policy of operation upon 
acute cholecystitis as early in the course of 
the disease as is consistent with adequate 
diagnosis and adequate preparation of the 
patient. 


ACUTE CHOLECYSTITIS COMPLICATING 
OTHER DISEASE 


Glenn“ has called attention to the fre- 
quency with which acute cholecystitis de- 
velops shortly after an unrelated operation 
or in the course of another illness. This has 
occurred five times in the author’s experience 
(one each after hysterectomy, spine fusion, 
internal fixation of femur, cystostomy, and 
osteomyelitis of the tibia.) The coexistence 
of two maladies usually leads to some con- 
fusion and delay in the establishment of a 
diagnosis, and gangrene of the gallbladder 
has often occurred by the time these patients 
are brought to surgery. 

When a patient who is known to harbor 
a gallstone is subjected to an unrelated oper- 
ation, it should be recognized that there is 
some likelihood of an acute gallbladder at- 
tack during the postoperative period. 


SUPPURATIVE CHOLANGITIS 


The formidable complication of suppura- 
tive cholangitis is usually associated with 
obstruction of the common bile duct, either 
by stone or stricture, but may develop oc- 
casionally in the absence of demonstrable 
evidence of obstruction‘*’. Most cases of sup- 
purative cholangitis derive from two sources: 
(1) instances in which gallbladder disease 
has been manifest and inadequately treated 
for some time; (2) situations in which injury 
to the common or hepatic ducts has occurred 
at the time of previous surgery. The suppu- 
rative process tends to extend to the liver 
where it often gives rise to the formation of 
multiple abscesses. Antibiotics alone are not 
effective in overcoming such infections with- 
in the biliary tract, and early surgical drain- 
age is imperative. Occasionally choledochos- 
tomy must be performed as an emergency 
life saving procedure, deferring attempts at 
correction of obstruction until a later time 
when the patient’s condition has improved. 
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EXTENSIVE SCARRING AND DEFORMITY 
INCIDENT TO LONG-CONTINUED 
GALLBLADDER DISEASE 


In this condition one encounters a small, 
contracted, irregular, extensively scarred 
gallbladder lying in an unyielding bed of scar 
tissue which may involve and distort the 
extrahepatic ducts and the components of the 
hepatic artery. Adequate exposure and iden- 
tification may be impossible; the magnitude 
of this difficulty is truly appreciated only by 
the surgeon who has been obliged to cope 
with it. Many of the irreparable injuries to 
the biliary ducts and vessels are incurred 
during operations under such circumstances. 

These gallbladders are usually non-func- 
tioning, and commonly are visualized poorly 
or not at all on cholecystography. It should 
be emphasized, however, that the first knowl- 
edge of the presence of extreme degrees of 
scarring and distortion is gained at the oper- 
ating table, and cannot be estimated in ad- 
vance. 

Such situations clearly represent unwar- 
ranted delay, since they are the result of 
long continued obstruction and infection. 


MALIGNANT CHANGE 


Carcinoma of the gallbladder is more fre- 
quent than is generally believed. Earlier 


statistics attributed one death in every 200 
to this disease“. Since gallbladder cancer 
develops almost exclusively in individuals 
with pre-existing stones, the presence of gall- 
stones has come to be regarded as the chief 
factor predisposing to malignant change. 

It has been estimated that of all individu- 
als harboring gallstones, one in twenty will 
develop gallbladder cancer‘. Operative find- 
ings of a few years ago generally confirmed 
this assumption“: 

There is some evidence that the incidence 
of gallbladder cancer is declining. This is 
attributed to the earlier stage at which chole- 
cystectomy is generally performed in indi- 
viduals with stone’. This is acceptable evi- 
dence of the value of cholecystectomy in 
affording prophylaxis against gallbladder 
cancer. 

There are some writers who do not feel 
that the probability of development of cancer 
from a silent stone is sufficient to warrant 
cholecystectomy for this reason alone ‘* 2°, 
This argument is somewhat fallacious, since 
cholecystectemy is not done for that reason 
alone; it is done for the additional reason of 
the other complications which may arise from 
its presence. With respect to the silent stone, 
it is further argued that 80 per cent of cases 
of gallbladder cancer will arise only after a 
prolonged history of gallbladder attacks. In 
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opposition to this, it is important to recognize 
that in the remaining 20 per cent (or more 
in some series) cancer develops without any 
antecedent symptoms whatsoever which are 
referable to the gallbladder®*: Moreover, 
this type of cancer is virtually incurable and 
not amenable to surgical palliation. The 
writer, therefore, shares the view expressed 
by so many surgeons, that the mere presence 
of a stone warrants cholecystectomy whether 
it be producing symptoms or not. 


GALLSTONE ILEUS 


The tendency for a stone to erode through 
the wall of the gallbladder and into the intes- 
tine is more apparent in large stones than in 
small ones. This is one of the reasons why 
a large solitary stone is fully as dangerous 
as multiple small ones“. 

Intestinal obstruction secondary to the 
establishment of such a fistula is an uncom- 
mon complication, but a very formidable one. 
The usual mortality rates which are reported 
for this complication are generally in the 
neighborhood of 40 per cent, and failure 
to recognize the mechanism preoperatively 
is quite common. 


ACUTE PANCREATITIS 


As early as 1901 Opie“'*®’ emphasized the 
relationship of certain cases of acute hemor- 
rhagic pancreatitis to obstructions of the ex- 
trahepatic biliary passages by stone. Such 
obstruction is apparently only one of several 
factors which may contribute to the develop- 
ment of acute pancreatitis. However, in 1946 
Molander and Bell‘) reported autopsy find- 
ings which showed gallstones to be present 
six times as frequently in cases of acute pan- 
creatitis as in the necropsy population in 
general. The presence of gallstones is un- 
doubtedly one factor which favors the de- 
velopment of acute pancreatitis. This may 
be offered as an additional reason for early 
removal of the calculous gallbladder. 


EVENTUAL NECESSITY FOR OPERATION 
WHEN OTHER PHYSICAL FACTORS 
ARE LESS FAVORABLE 


The fact that the individual has been able 
to tolerate gallstones for many years is no 
guarantee against the ultimate precipitation 
of a situation which demands surgical in- 
tervention. Patients over 70 years of age 
constitute a sizable proportion of subjects 
undergoing gallbladder operations. By this 
time of their life, many of them will have 
had episodes of coronary occlusion, or will! 
suffer from coronary or myocardial insuf- 
ficiency, or diminished respiratory or renal 
reserves. Moreover, many subjects are slen- 
der and muscular when gallstones are first 
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detected, but have become obese by the time 
surgery is performed. Diabetes is a frequent 
accompaniment of gallbladder disease, espe- 
cially in the older age groups. 

The above factors operate singly or col- 
lectively to reduce the margin of safety in 
the patient who eventually comes to oper- 
ation late in life. 

Such considerations influence the hazard 
of any type of surgery in the aged, but are 
= important in surgery of the biliary 
tract. 


CONTRAINDICATIONS 


Thus far the writer has endorsed the 
policy of early operation upon patients with 
gallstones, whether the stones be silent or 
symptomatic, whether in acute attack or in 
an interval. 

Certain contraindications to immediate 
operation are recognized; moreover, in cer- 
tain situations operation should be avoided 
indefinitely if at all possible. The following 
situations constitute exceptions to the policy 
of early operations: 

1. Limited life expectancy: It is obvious 
that operation should not be recommended 
for the elderly if their stones are quiescent 
and their life expectancy is limited by reason 
of their age’. However, age alone should 
not constitute a contraindication if the pa- 
tient is suffering. Factors other than age 
which limit life expectancy deserve similar 
consideration. For example, considerable 
hesitancy would be entertained in recom- 
mending cholecystectomy upon a patient who 
had recently undergone operation for carci- 
noma of the breast or stomach, or for other 
malignant disease of doubtful outcome. Simi- 
larly, the patient who has suffered one or 
more episodes of coronary occlusion must be 
evaluated with care with respect to the man- 
agement of gallstones. The best rule of 
guidance in complicated situations of this 
sort is to treat the patient for his present 
trouble rather than for his possible future 
trouble; this means that the patient who is 
suffering deserves operation, and that the 
patient whose symptoms are mild or are 
capable of being controlled should not un- 
dergo operation. 

2. When the patient is first seen in an 
acute attack which is definitely subsiding: 
It is not fncommon for pronounced improve- 
ment of an acute attack already to have 
occurred «when the surgeon first sees the 
patient. It is preferable in such a circum- 
stance.-to allow the attack to subside com- 
pletely, and to perform cholecystectomy in 
a quiescent interval. 

3. Pregnancy: Severe acute cholecystitis 
occurs frequently within a few days after 
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parturition”, but is relatively uncommon 

within the period of the pregnancy. An at- 

tempt to carry the pregnant patient through 

an attack of colic is justified. 

4. Special situations: 

a. Gallstones are of frequent occur- 
rence in patients with congenital 
hemolytic anemia. In such a situation, 
splenectomy takes precedence over 
cholecystectomy, although it is fre- 
quently possible to accomplish both 
procedures at the same operation. 


b. After cholecystostomy in patients 
in the older age groups, when it is felt 
that all stones have been removed at 
the time of cholecystostomy, and when 
a cholecysto-cholangiogram performed 
thru the cholecystostomy tube shows 
normal filling and emptying of the 
biliary tree. 

c. The author has seen one patient 
who, after a preliminary diagnosis 
of coronary thrombosis, was given a 
large dose of dicumarol. The symp- 
toms proved to be due to acute chole- 
cystitis rather than the coronary dis- 
ease. This constituted a contraindica- 
tion to early operation, inasmuch as it 
was necessary to overcome the dicu- 
marol effect before surgery could be 
performed. 


DISCUSSION AND SUMMARY 


It is not possible to recognize in advance 
those patients upon whom common duct ex- 
ploration will be required. It therefore fol- 
lows that no surgeon should endeavor to per- 
form cholecystectomy unless he is prepared 
to do an adequate exploration of the common 
duct and is capable of recognizing the indi- 
cations for doing so. The penalty for poorly 
performed surgery of the biliary tract is 
prohibitively high. 

Emphasis should be directed again and 
again to the greater technical difficulties 
and operative hazards imposed when some of 
the previously mentioned complications exist, 
as compared with the relative safety of 
cholecystectomy performed under optimum 
conditions. A red clay road which is readily 
passable in favorable weather may be trans- 
versed with the greatest difficulty after a 
rain. 

An apt comparison may be drawn be- 
tween cholelithiasis and appendicitis. It is 
quite likely that if acute attacks of appendi- 
citis were treated by all available non-oper- 
ative means, a large proportion of patients 
would recover. In those who did not recover, 
however, the penalty would be great. The 
parallel in the management of gallbladder 
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disease is not far-fetched. Indeed, the pa- Disease, “Ann, Surg. 1265 
tient who has recovered from a severe gall- - Glenn, F.: Surgical Treatmefit of Acute Cholecystitis. Surg. 
bladder attack probably has a greater likeli- Graham, A.: Prevention of of the Gslibied- 
} der. Ann. S -, 93: 317-322, Jan., 1931. 

hood of future trouble than the patient who b Heyd, ro G.: Gallbladder idee Consideration of Mor 
has recovered from. appendicitis. It is no tality. N. Y. State J. Med., 41: 1188-1186, Jeno 1 1941. 
more reasonable to withhold surgery in the Oct. 1980 stone: 
. Mohardt, J. H.:C i f the Gallbladder. Int. Abst. 

management of the calculous gallbladder than suo ae st 
In appendicitis. . Molander, D. W., and E. T. Bell: Relation of Cholelithiasis 
to Acute Hemorrhagic Pancreatitis. Arch. Path., 41: 17, 


Most of the complications of gallbladder 1946. 

j j j ivi j . Opie, E. L.: Etiol f Acute H hagic P. titis. 
disease occur in individuals in whom appro- 
priate surgical corrective therapy has been . Petrov, N. N., and N. A. Krotkina: Eaowwtmantal Govetname 
delayed. The mortality and the incidence of 20, Priestiey J.T. W. Walters, HK. Gray, and J. M. Waugh: 

j j A 1R t s f Bili Syst and Pan F 
complications rise in proportion to the age for 1949. Proc. Staff Meet. Mayo Clinic, 25: 685-692, Dec. 
of the patient and the duration of clinical 6, 1950. 


manifestations. In young subjects who un- 


i j j . Ross, F. P., J. D. Boggs, and J. E. Dunphy: Studies in 
dergo operation early m the course of their Acute Cholecystitis. Surg., Gynec. and Obst. 91: 271-276, 
disease, excellent overall results may be ex- Sept., 1950. 
pected.’ The most effective means of reduc- ‘Xin 
tion of mortali idi j i . Sainburg, F. P., and J. H. Garlock: Carcinoma of the Gall- 
y and morbidity 1n diseases 
f th bili ‘ bladder. Surgery, 23: 201-205, Feb., 1948. 

o e biliary tract is by adequate surgery - Vadheim, J. L., H. K, Gray, and M. B. Dockerty: Careinoma 
j ; f the Gallbladder. Am. J. S -, 63: 173-180, es 44. 
early in the course of the disease. 4 ‘Walters, Ww. TK. Pen and Le Priestley: Annual Report 
on Surgery of Biliary System and Pancreas for 1946. Proc. 

Staff Meet. Mayo Clinic, 26: 40-45, Jan. 21, 1948. 
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